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Arteriosclerosis. The right leg is worse than the left and has almost continuous rest pain with numbness and coldness in the foot.
State on admission in December 1949.-Erythrocyanosis of right foot which was colder than the left. Moderate postural colour changes in right foot. Pulses absent below the femoral artery on both sides.
Straight X-ray.-Calcification in anterior and posterior tibial arteries of both sides.
FIG. 1.
Aortography (January 3, 1950. General anesthesia).-This outlined the arterial tree from the abdominal aorta downwards into the thighs and is herewith reproduced (Fig. 1 ). The chief points of interest are the block in the right external iliac extending as far as the common femoral the faint outline of which, filled by collaterals, is just discernible on close examination. The right internal iliac artery and branches are well filled.
On the left side the external iliac is patent and well filled with dye but the internal iliac is not to be seen and at its expected point of origin from the common iliac there is a wellmarked notch presumably due to thrombosis.
Operation (January 7, 1950).-Thoraco-lumbar sympathectomy. Progress after operation.-Forty-eight hours after operation measurements of the blood flow in the right leg during reactive hyperaemia (Dr. Dornhorst) showed it to be twice the pre-operative rate.
The rest pain in the right leg and foot has been relieved.
Clinical Section 481 Comment.-Angiography showed, as no other method could, the high level of the obstruction and the need for a sympathectomy extending somewhat higher than the routine lumbar one if the collaterals around the blocked segment were to be denervated. in diameter, brownish-purple in colour, with a scaling centre situated on the back of the left calf. This had been first noticed at the age of 10 years.
Elephantiasis of
The skin lesion was excised for histological qxamination. gland reticulum. Aerobic and anaerobic cultures do not yield any growth." Up to the present date the leg has continued to increase in size without beneficial effects from elevation, elastic stockings or massage. Radiographs of the two lower limbs in November 1949 show no difference in the size of the bones or changes in the bony structure. During the past week Frei-Hoffmann test has been negative.
The present condition is seen in Fig 1. The swelling is solid except for the foot where it pits on pressure. It is not distributed evenly, but shows excrescences which do not correspond with any anatomical structures. The toes are not cedematous or enlarged.
The weight of the limb is proving a considerable burden and the question of amputation or a plastic excision of subcutaneous tissue is being considered.
Dr. F. Parkes Weber agreed that the case was one of non-tropical elephantiasis of one lower limb, but he did not think it was of neurofibromatous origin. There was no real evidence of any neurofibromatosis. Even if the small superficial lesion which had been excised from the back of the leg was a molluscous fibroma, its presence was no proof that the patient had neurofibromatosis. It had existed in a stationary condition from early life; probably one in about every two hundred persons had one or two small molluscous fibromata from childhood, without having "neurofibromatosis". He (Dr. Weber) said that he regarded the case as one of chronic progressive lymphatic (? fibrotic) obstruction of the affected extremity, which had to be termed "idiopathic". It perhaps might be suggested that the mass-excision of lymphatic glands from the left groin had accelerated the elephantiasic swelling of the limb. 
